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INTRODUCTION:  Lipomas  are  ubiquitous  and  can  occur  anywhere  in  the  body.  Intrathoracic  lipomata  are
rare  benign  lesions.  However,  a  complete  removal  giant  intrathoracic  osteolipoma  is  achieved  with  only
18  cases  previous  cases  described  in  medical  literature  from  1960  to 2008.
PRESENTATION OF  CASE:  A 66-year-old  female  presented  to  our  hospital  suffered  from  mild  chest  pain  and
mild  shortness  of breath  for more  than  10  days.  A subsequent  chest  X-ray  and CT  scans  revealed  a large
homogeneous,  low-attenuation  fat density  mass  containing  an  oval calciﬁcation  area in the  center  of  the
mass.  Following  surgical  resection  was  performed  successfully  to remove  the  entire  mass,  which  weighed
a  total  of  1568  g  and  measured  26 cm ×  19  cm × 12  cm  in size. The  histological  analysis  conﬁrmed  a giant
intrathoracic  osteolipoma  without  evidence  of  malignancy.
DISCUSSION: Intrathoracic  lipomas  are  rare, slow-growing  benign  tumors  without  any  symptom,  which
originate  from  the  adipose  tissue  in submesothelial  layers  of the pleura  parietalis,  diaphragm,  mediastinal
and  extrapericardial.  They  may  extend  into  the  chest  cavity  and  fully  encapsulate  in most  cases.  Chest
X-ray  and  CT  and MRI scans  are  the most  helpful  tests  in the  diagnosis  of intrathoracic  lipomas.  Complete
enbloc  removal  of lipoma  whenever  possible,  is  the only  deﬁnitive  treatment  option  and  the  only  way  to
prevent  future  recurrences.
CONCLUSION: This  case  is the  largest  intrathoracic  osteolipoma  documented  in the  modern  literature.
Complete  enbloc  removal  of lipoma  whenever  possible,  is  the only  deﬁnitive  treatment  option.
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. Introduction
Lipomas are the most common benign soft tissue tumors and
an occur anywhere in the body. Intrathoracic lipomas are of
reat rarity uncommon benign lesions, giant lesions are even more
nfrequent. The ﬁrst case was reported by Fothergill in 1783.1
e  achieved a complete removal of 26 cm × 19 cm × 12 cm large
ntrathoracic osteolipoma and reported here, which is the largest
ntrathoracic osteolipoma documented in the modern literature
erhaps.
. Presentation of case
A 66-year-old Chinese female, who was a farmer, presented to
ur hospital suffered from mild chest pain and mild shortness of
reath for more than 10 days without weight loss, non-productive
ough, orthopnoea or exertional dyspnoea. She was normotensive
nd a non-smoker, and maintained a healthy weight of 55 kg for her
Open access under CC BY-NC-N60 cm height. She had no signiﬁcant past medical history. Clini-
al examination was unremarkable, and routine blood tests were
ormal.
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A subsequent chest X-ray (Fig. 1A) and computed tomography
(CT) scans (Fig. 1B and C) revealed a large homogeneous, low-
attenuation fat density mass containing an oval calciﬁcation area
in the center of the mass. The mass occupied the majority of the
left thoracic cavity, with shift of the left lung to the upper of left
chest cavity, and with shift of the heart and mediastinal vascular
structures to the left of midline.
In order to remove the entire tumor, surgical resection was  per-
formed through the left sixth intercostal space. In the operative
ﬁeld, a soft pale yellow mass was  noted in the left chest cavity, the
lobes of left lung were compressed into the upper of left chest cav-
ity. In gross appearance, it was a thinly encapsulated, dull mass in a
pale yellow color which with a thin membrane, which was smooth
surface and soft to the touch. A tight adhesion was observed in
the middle portion of the connection region of mediastinal and
extrapericardial. Except this portion, the tumor was  well demar-
cated and not adhering or invading the surrounding tissues. Finally,
the entire mass encapsulated was successfully removed enbloc eas-
ily.
The resected specimen weighed a total of 1568 g and measured
26 cm × 19 cm × 12 cm in size. Its surface was smooth and covered
by a thin membrane. On cut sections of the mass, it consisted of
se.mainly yellow fat tissue with a few scattered ﬁbroconnective tissue,
and ovoid osseous tissue core in the center of it (Fig. 2A and B).
Final  histopathologic analysis of the tumor revealed that the
tumor consisted largely of abundant mature adipose tissue with a
ciates Ltd. Open access under CC BY-NC-ND license.
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Fig. 1. Direct radiography (A) and CT scan (B, C) shows the characteristic homogenous fat density and a well delineated, encapsulated soft tissue mass with oval of bony
density located in the center of the mass without connected to the chest wall.
Fig. 2. Surgical specimen macroscopic appearance of the intrathoracic lipoma (A) (dimensions, 26 cm × 19 cm × 12 cm;  weight, 1568 g). An oval of bony tissue located in the
center of the mass (B).
Fig. 3. Histological examination revealed that this mass was  composed of mature adipose tissue with inconspicuous nuclei at the cell borders (A). Area of an oval mature
osseous tissue nodule associated with trabecular bone tissue in it, which is surrounded by normal adipose tissue (B) (HE, original magniﬁcation ×20).
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hin layer ﬁbrous membrane. The adipocytes were uniform in size
nd shape. There were no nuclear atypia, hypercellularity, mitosis
r necrosis had been seen. The osseous tissue was found in the cen-
er area of it (Fig. 3A and B). The deﬁnitive pathologic diagnosis was
 giant intrathoracic osteolipoma without evidence of malignancy.
The patient’s postoperative course was simply. Approximately
 weeks after her surgery, she recovered and was discharged from
ospital with no serious complications.
. Discussion
Lipomas are mostly found within the subcutaneous areas of
he body. But intrathoracic lipomas are rare, slow-growing benign
umors. The ﬁrst case was reported by Fothergill in 1783.1 The most
omprehensive report in current journals is reviewed by George
euer.2 He made an extensive search into medical literature and
ound records of only 30 cases from 1783 to 1933. In the review,
eorge Heuer classiﬁes intrathoracic lipomata into three groups:
a) Those of dumbbell tumors, which are in part intrathoracic and
onnected by an isthmus with the extrathoracic portion. (b) Ante-
ior superior mediastinal lipoma presenting at the root of the neck.
c) Those lying completely within the thorax. According to this
lassiﬁcation, the following case belongs to this group.
These tumors originate from the adipose tissue in submesothe-
ial layers of the pleura parietalis, diaphragm, mediastinal and
xtrapericardial. They may  extend into the chest cavity and fully
ncapsulate in most cases, and are typically very slow growing
often taking many years without any symptom).3
CT scans and magnetic resonance imaging (MRI) scans are the
ost helpful tests in the diagnosis of intrathoracic lipomas.3,4 The
iant lesions are even more infrequent, with symptoms depending
rimarily on their location and size. Usually intrathoracic lipomas
ave been reported as incidental ﬁndings on chest radiographs or
T scans or MRI  scans in asymptomatic patient, or are discovered
fter the patient presents with symptoms of shortness of breath
ith exertion or dyspnea secondary due to a mass effect, i.e., the
ompression of the primary bronchi, esophagus, vagus nerve, and
hrenic nerve, or other internal structures. Symptoms can include
ry cough, dyspnea, orthopnea, intermittent dysphagia, chest pain,
ugular distention, and cardiac arrhythmias and so on. Jack reported
 case of intrathoracic extrapericardial lipoma, who  suffered car-
iac arrest due to the direct compression upon the heart from this
arge mass.5
In general, lipomas are typically encapsulated, homogeneous
ature adipose tissue, slow growing tumors. Occasionally, other
esenchymal elements may  be found in it. Once, a lipoma con-
aining mature osseous elements is called osteolipoma, or ossifying
ipoma.6 Osteolipoma is an extremely rare histologic variant of
ipoma that contains mature lamellar bone within the tumor and
steolipoma independent of bone tissue are very rare. Only 18 cases
f osteolipoma were reviewed by Kayo Kuyama in the English-
anguage literature from 1960 to 2008.7
They are almost always benign in nature with only rare malig-
ant degeneration reported anecdotally. Complete enbloc removal
f lipoma whenever possible, is the only deﬁnitive treatment option
nd the only way  to prevent future recurrences. Once resected, local
ecurrence of intrathoracic or mediastinal lipomas is uncommon.
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We achieved a rare complete removal of 26 cm × 19 cm × 12 cm
large intrathoracic osteolipoma independent of bone. The deﬁnitive
pathologic diagnosis was  intrathoracic osteolipoma. It is the largest
intrathoracic osteolipoma documented in the modern literature.
4.  Conclusion
Intrathoracic lipomas are rare benign lesions. They are typically
very slow growing, often taking many years without any symp-
tom. CT and MRI  scans are most helpful in diagnosis of it. The giant
lesions are even more infrequent, with symptoms depending pri-
marily on their location and size. We  achieved a rare complete
removal of 26 cm × 19 cm × 12 cm large intrathoracic osteolipoma
independent of bone. It is the largest intrathoracic osteolipoma
documented in the modern literature.
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